Dear Editor, Persistent findings of a relationship between higher volumes of surgical care and better outcomes 1 have caused 3 large US healthcare systems to refer surgical cases when they do not meet minimum volume thresholds for bariatric surgery (where the minimum threshold is 40 surgeries per year) and total hip or total knee replacement surgeries (where it is 50 surgeries per year). 5 ), and the unique hospital identification number where the admission took place. We based our criteria for identifying relevant admissions on definitions used by the aforementioned US healthcare systems to effectuate minimum volume thresholds, and we translated ICD-9 codes and current procedural technology (CPT) codes to CCAM codes (Table, top) . To determine the annual volume of each procedure completed at individual hospitals, we aggregated cases on hospital identifier. We then applied the appropriate minimum volume threshold and calculated the number and proportion of procedures completed in hospitals that met minimum volume thresholds as well as the number and proportion of hospitals that did and did not meet minimum volume standards. We found that more than 90% of all 3 surgical interventions examined were performed in hospitals that met US minimum volume standards (Table, bottom) . Between 2012 and 2013, the number of hospitals performing each procedure as well as the number that met the minimum volume thresholds increased for each procedure; however, the proportion of hospitals that met minimum volume standards fell slightly for hip replacement surgery. In the absence of specific minimum volume thresholds, we found that the vast majority of patients obtained care in French hospitals that adhered to such thresholds for 3 common and increasingly used surgical procedures. We found evidence of market consolidation for 2 procedures where the proportion of hospitals that met minimum volume standards were relatively low, but stagnation of market consolidation when the proportion of hospitals that met minimum volume standards was relatively high. Two factors might explain our findings. First, France has long had imposed minimum volume standards for other procedures; the market might be anticipating implementation of standards for the procedures we examined. Second, French policy-makers have encouraged competition in the hospital sector; to reduce expenditures and stay competitive in the face of declining revenues, hospitals may focus on high volume procedures, so that the very high fixed costs that they experience can be spread across a larger number of procedures. 6 Our analysis suggests that, in the absence of direct policy, these factors might have spillover effects that lead to broader adherence to minimum volume standards. While our findings suggest that there may be an upper limit to the proportion of hospitals that adhere to such standards, the additional costs and aggravation expended in monitoring adherence to minimum volume standards may not be warranted given the very small proportion of patients that might be impacted by such efforts. France's long-term efforts to develop a surgical culture that appreciates volume-outcomes relationships appears to have spillover effects and generate positive externalities for patients who need other surgical procedures.
